This study carried out a cross-sectional survey based on questionnaires (COHIP and orthodontic) 
INTRODUCTION
The World Health Organization (WHO) defined quality of life (QoL) as the perceptions of an individual's position in life in the context of culture and value system in which he lives, reported to the objectives, expectations, standards, and its concerns [WHO, 1995] . QoL is acknowledged as a valid parameter in the evaluation of human subjects in almost all areas of physical and mental health care, including oral health (Clancy & Eisenberg, 1998; Nelson, 1998) . Allen (2003) stated that one of the main limitations of the biomedical paradigm of health is that this model deals only with the disease and adds that the social and environmental model of health recognizes other areas, such as cultural, environmental and psychosocial influences. Within all QoL evaluations, the Child Oral Health Impact Profile (COHIP) Questionnaire is multidimensional, can be applied cross-culturally (Broder & Wilson-Genderson, 2007) and evaluates those aspects of health described by WHO, as not merely the absence of disease, but also the social, psychological and functional wellbeing (Slade & Reisine, 2007) . Our study aims to assess the impact of self-reported oral health on the quality of life (OHRQoL) on a sample of teenage students with/without orthodontic treatment, from a public urban school from North-East of Romania (Suceava) and investigate the reason why students start the orthodontic treatment, using two questionnaires.
MATERIAL AND METHODS
The cross-sectional survey based on two questionnaires was conducted in May-June 2015, by a team of specialists from the Surgical Department of the Faculty of Dental Medicine, University of Medicine and Pharmacy "Grigore T. Popa" Iaşi, Romania, on 114 teenage students (29 boys -25.4% and 85 girls -74.6%), with ages between 13-18 years old (average age of boys -15.59±1.743 and girls -15.96±1.451). The students attended a public urban college from North-East of Romania (Suceava) coming from both urban (80 -70.2%; average age of 15.71±1.528) and rural areas (34 -29.8%; average age of 16.24±1.499). The selection criterion was based on the participants' age interval of teenage students. The subjects independently responded to the COHIP questionnaire. After obtaining informed consent from the schools and from pupils' parents, the study was conducted in accordance with the Declaration of Helsinki of 1975, revised in 2000. The sample of students was divided into two groups: 43 students with present/previous orthodontic treatments (10 boys -23.3% and 33 girls -76.7%; 30 urban -89.8% and 13 rural -30.2%) and 71 students without orthodontic treatment (19 boys -Georgeta Zegan et al. -PSIWORLD 2015 Proceedings 213 26.8% and 52 girls -73.2%; 50 urban -70.4% and 21 rural -29.6%). The group of students with orthodontic treatments responded as well to an orthodontic questionnaire.
The COHIP questionnaire was used as a working instrument for all teenagers, to measure the self-reported OHRQoL, through 38 questions, grouped into seven sub-scales: (1) oral health, (2) functional well-being, (3) social-emotional well-being, (4) school-environment, (5) self-image, (6) treatment expectations (7) global health (Broder & Wilson-Genderson, 2007) . The orthodontic questionnaire was used only for the teenagers with orthodontic appliances, in order to find out their motivation for choosing the orthodontic treatment. This questionnaire was composed of 7 items of motivation for starting the orthodontic treatment, the answer was assessed as: "yes" -score=1 or "no" -score=0 (Wedrychowska-Szulc & Syryńska, 2010) . The questionnaires were translated into Romanian and were previously applied on a sample of 36 subjects in order to measure the internal validity using Alpha Cronbach Coefficient (α=0.8). In this way, we ensured that the consignment we have applied the questionnaire to, understood exactly the items, eliminating any misunderstandings, which might influence the research.
The scores of the COHIP sub-scales were calculated, which totaled the answers to the specific questions and the overall OHRQoL score (first 34 items), which represented the scores for the first five sub-scales (limit values 0-136) (Broder & Wilson Genderson, 2007) . Statistical analysis was performed using the SPSS 16.0 (SPSS Inc., Chicago, IL) for Windows. Numerical values were characterized using the average value and the standard deviation. We used the Kolmogorov-Smirnov fitting test with normal distribution, Student t-test (t) and the nonparametric Mann-Whitney test (U) in order to compare the COHIP scores between the groups, genders and area of origin. We used the Pearson chi-square test (χ2) to compare the thematic answers for the orthodontic questionnaire between genders and students' area of origin. We considered the p≤0.05 value as statistically significant.
RESULTS
The students answered all questions of the questionnaire and the COHIP scores were calculated individually and as well as the average values on groups. We found statistically significant differences between the two groups, comparing the average scores of the oral health (p=0.001), functional well-being (p=0.004), social-emotional well-being (p=0.000), self-image sub-scales (p=0.019) and the overall OHRQoL score (p=0.000) (table 1). No statistically significant differences were found between genders and environment of origin (p>0.05).
Comparing the numerical values of the intensity levels of COHIP scores, we found statistically significant differences between the groups at the social-emotional well-being (p=0.031), school-environment (p=0.002) subscales and the overall OHRQoL score (p=0.015) (table 2) .
No statistically significant differences were found between genders and environment of origin (p>0.05). The group of teenage students with orthodontic treatment showed statistically significant differences between genders comparing the average score of self-image sub-scales (p=0.050) and showed no statistical significance between environments of origin (p>0.05). Furthermore, this group of teenagers also answered the orthodontic questionnaire (table 3) and there were found no statistically significant differences between genders and environments of origin of the specific items (p>0.05). 
DISCUSSIONS
Our study investigated the impact of self-reported OHRQoL on a sample of teenage students with/without orthodontic treatments, from a public urban school from North-Eastern Romania (Suceava), by comparing the average for scores and intensity levels of self-reported OHRQoL on groups, genders and environments of origin using the COHIP questionnaire. It was also investigated the reason why teenagers start the orthodontic treatment on the teenage students group with present/previous orthodontic appliances using an orthodontic questionnaire.
The COHIP questionnaire is a 38 questions survey designed to measure the self-reported OHRQoL at schoolchildren with ages 8-15 years old. Its readability level was assessed at a 3.5 grade reading level, making it suitable for children in the third grade or higher (Broder, 2007; Broder & Wilson-Genderson, 2007; Broder, McGrath, & Cisneros, 2007) . In this regard, we have included in our study, two homogeneous groups of teenage students with the same age range, ethnicity, culture, food habits, but from different socio-economic environments (urban-rural).
The ortodontic questionnaire was designed in order to motivate children of 7-18 years old to start orthodontic treatment (Wedrychowska-Szulc & Syryńska, 2010) . In our study, this questionnaire was applied only at teenage students with present/previous orthodontic treatment.
We calculated, compared and interpreted the COHIP questionnaire scores for the two groups of teenage students with/without orthodontic treatments. The study's discrimination validity was supported by the finding of significant differences in the COHIP scores between the two groups of teenage students.
Teenagers with orthodontic treatments presented high mean scores of self-reported OHRQoL at all subscales of the COHIP questionnaire compared to those without treatments, which means that the carried out treatment had a positive impact effect on oral diseases, on the development of social activities of daily living, on human communications, on the current academic and social activities, and on self-esteem. Furthermore, the teenagers with orthodontic treatments showed significant differences between genders. Sigelman and Shaffer (1995) reported some problems with self-image of teenage students, more evident in girls, because they pass through a series of physical changes, for which they do not have satisfactory psychological skills.
The overall OHRQoL scores of teenage students had a "middle" qualifier of self-reported OHRQoL, but there were found significant differences between the groups, the teenage students with orthodontic treatments having a high average score, which means that the orthodontic treatment performed had a modest impact on OHRQoL, as quotes and the scientific literature [Chen, Wang, & Wu, 2010] .
The treatment expectancy sub-scale measured the expectations of the therapeutic outcomes and were not included in the overall OHRQoL score, as indicated by the authors (Broder, 2007) and there were found no significant differences between groups, the teenagers getting the qualifier "middle", which illustrates students' perception on the medical services of the health system. The global health sub-scale assessed feelings about students' oral and systemic health and was not included in the overall OHRQoL score, as indicated by the authors (Broder, McGrath, & Cisneros, 2007) and no significant differences were found between groups, teenagers getting the qualifier "very good", which means that heredity and environmental conditions in this geographic area are adequate to maintaining a good health status.
The second questionnaire was applied only to teenage students with present/previous orthodontic treatments. The most important reason for starting the orthodontic treatment was the aesthetic factor and the parents' will along with the dentists's indications had decreasing percentages of motivations, as some authors reported (Rajagopal et al., 2011; Marques et al., 2009 ). The effect of social stereotypes based on facial looks as a main factor in life adjustment is one reason for choosing orthodontic treatment. Dental anomalies were reported to be the cause of teasing and "general playground harassment" among children and are related with lesser social attractiveness (Hamdan, 2004) .
In the specialty literature, there are no studies of the two questionnaires associated and applied on groups of subjects, but only separate studies on the COHIP and orthodontic questionnaires, associated or not with other questionnaires or clinical examinations.
CONCLUSIONS
The COHIP questionnaire demonstrated the ability to discriminate between groups of teenage students with and without orthodontic treatment and the level of psychological impact and self-reported OHRQoL, which was better at those who had aesthetic reasons for social attractiveness for choosing the treatment orthodontic. Similar studies can further be extended to other childhood age interval also and at adults who previously received orthodontic treatment.
